Pr oc. roy. Soc. Med. Volume 66 May 1973 seventy hours of lectures, demonstrations and round-table conferences, suitably supported by well-chosen audiovisual aids, is good for the education of teaching staff as well as students. Associated with this integrated, systematic presentation must be an introduction to more clinical aspects of reproduction but the main clinical instruction, with deep and continuous involvement of the student, should come in the final year with attachment for several weeks to a department of obstetrics and gynecology. And it is a great advantage if students, at this stage, can be attached to individual 'firms' as subhousemen with clearly defined, though limited, clinical responsibilities. By including good regional units as well as central teaching department it is possible to attach one or at the most two students to any one firm at any one time.
All this requires careful planning and a great deal of thought and good will in the medical school and in its associated hospitals. And it must be acknowledged that educational reforms do not come from committees, councils or conferencesthey arise from experiment, example and proof. In the final analysis I would suggest that the enthusiastic teacher with a flexible mind is more important than the form of the curriculum.
Mr A E Brown (Guy's Hospital Medical School,London SE] 9RT)
The purpose of this paper is to give the views of a senior medical student on the form and content of the undergraduate course in obstetrics and gynecology. With the curriculum increasingly overburdened, it is essential for every specialty to reconsider what the emphasis of its teaching to undergraduates will be, and to be sure that its approach fits in with the purpose of medical education generally.
Before considering the place of obstetrics and gynecology in the course it will be helpful to clarify the object of a basic medical education, and to examine some aspects of modern obstetric care and practice.
Objectives in Medical Education
The specialization evident within the profession today is, of course, consequent on the enormous growth of knowledge over the past century or so. There was a time, however, when the medical man could be master of the whole art, and the Medical Act of 1886 felt able to define the standard of proficiency necessary for a primary medical qualification thus:
'It shall be such as sufficiently to guarantee the possession of the knowledge and skill requisite for the efficient practice of medicine, surgery and midwifery.' Such a definition, which speaks in terms of a good all-round general practitioner, was long held to be ideal; but a committee of the British Medical Association reporting in 1948 rejected the view that the object of the course should be to produce a competent general practitioner, and said that it should primarily be concerned with the training in basic principles of medicine which are a necessary foundation for all forms of medical practice (British Medical Association 1948) . The time was not right for such reorientation of curricular aims, however.
In 1967 the General Medical Council made their 'Recommendations as to the Basic Medical Education', in which were defined the four periods ofmedical education they thought to be necessary:
(1) Premedical studies. (2) Basic medical education.
(3) Vocational training for a particular career. (4) Continuing education.
The GMC recommendations state that:
'The object of a basic medical education is to provide doctors with all that is appropriate to the understanding of medicine as an evolving science and art, and to provide a basis for future vocational training.'
They further go on to outline the scope of a basic medical education as: (1) Giving a knowledge of the sciences upon which medicine is based, and an understanding of the scientific method.
(2) Giving a comprehensive understanding of man in health and sickness (including his social and physical environment). (3) The preregistration period completing the education.
These recommendations were broadly accepted by the Royal Commission on Medical Education which, after discussing the fact that medical courses have become so congested and exceedingly factual in content due to the expansion in medical and scientific knowledge during the past thirty years or so, goes on to state: 'We cannot emphasize too strongly that the undergraduate course in medicine should be primarily educational. Its object is to produce not a fully qualified doctor, but an educated man who will become fully qualified by postgraduate training' (Todd 1968) . Several points arise from this new definition of curricular aims, for whilst the end result of an educated man is extremely laudable, it must be remembered that students are training to become doctors, and clinical responsibility will come to all eventually. Knowledge gained during the undergraduate course must be applicable, relevant knowledge. The Royal Commission, in fact, realizes this and proceeds to say that: 'This does not mean that we think the vocational aspect of undergraduate medical education should be ignored: the student clearly has a professional career in view and his education must be biassed in this direction.'
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At the present time approximately 30 % of registered doctors are in general practice, and allowing for those doctors in junior hospital grades who will eventually follow suit, it can be estimated that up to 50% of all graduates will enter general practice at some stage in their career. If the medical curriculum has to have a vocational bias therefore, is it unreasonable to expect that this will lean towards general practice medicine rather than other more specialized branches? This is not to say, however, that the object of the course is to produce a competent general practitioner, because postgraduate training to prepare for this field is as necessary as for any other, but a good undergraduate course should go a long way in preparing the ground for future experience.
A working knowledge of obstetrics and gynmcology forms a very important part of the basic knowledge required by any doctor, and particularly the general practitioner; therefore it will always have a claim to a place in the undergraduate course. The question is, however, what should be the form and content of the teaching in this specialty, particularly since the whole situation concerning the practice of obstetrics, and to a lesser extent gynecology, seems to have changed over the last twenty-five years.
The Present Situation By far the most important change over the period mentioned has been the revolution in obstetric practice. The drop in the maternal mortality rate and the perinatal mortality rate must be due in large part to better antenatal care, and careful management of labour itself, with monitoring of the condition of both mother and faetus.
There has, in fact, been a marked tendency for the number of hospital confinements to rise over the past years. Before the Second World War over 60 % of deliveries took place in the home, but by 1952 the situation had reversed with over 60% occurring in hospital or maternity home. Today about 80 % of confinements take place in hospital and this proportion will probably continue to rise. Together with this increase in institutional confinements, or perhaps as a result of it, mothers are staying in hospital for a shorter period postnatally. Nearly 60% are discharged on or before seven days, and the forty-eight hour discharge is gaining favour in many units (Meredith Davies 1970) .
As far as the present situation in general practice is concerned, it follows that less time is taken up with the practice of obstetrics than previously, and practitioners whose names are not on the obstetric list may never assist at a delivery after leaving the medical school. However, they may well be involved with the antenatal care of the mother, and increasingly with postnatal prob-lems now that mothers are discharged earlier from the hospitals. Gyn=ecological complaints, however, appear to form a large proportion of any general practitioner's work-load. Actual figures are difficult to obtain, but it seems that obstetrics and gynvcology may account for the next largest group of consultations following psychiatric conditions, with the possible exception of pTediatrics.
Curriculum Planning and Teaching Emphases
The problem facing anyone planning a period of clinical training is how to get all the necessary subjects into a limited amount of time. At most medical schools, after the preclinical studies, students enter a three-year period which will see them passing from specialty to specialty, hopefully gaining enough knowledge on the way to convince the examiners they are worthy of qualifying.
There are, of course, dangers in teaching iwedicine in this compartmentalized fashion, and obstetrics and gynwcology is as prone to such dangers as any other subject. Those who teach and those who learn should both beware the following pitfalls:
(1) Specialization may prevent a 'holistic' approach to the patient. The exhortation to treat the patient and not the disease is a very necessary one in this age of depersonalization. The breaking down of the patient into separate systems may result in the notion that man is no more than the sum of his parts.
(2) The specialist must also beware of constructing rigid boundaries for his subject so that the student unconsciously thinks only within these limits. Low backache may perhaps be due to some uterine disturbance, but students must be reminded that the diagnosis is not made just because the patient is sitting in gynecological out-patientsthere are other causes of low back pain! (3) Another danger is the fascination of the 'interesting case'. It may be absorbing to spend a whole ward-round discussing a patient whose condition has only been reported six times in the literature but, however pedestrian it may seem for a teacher to cover the common disease yet again, it must be remembered that this is what is necessary at the undergraduate stage. A sense of perspective is always required, although this need not mean that the purpose of the course is just to prepare-students for the final examination.
All these points, however, are general in nature and apply to any specialty. What of obstetrics and gynxcology in particular? How does this fit into the undergraduate curriculum?
The general purpose of medical education and changing pattern of obstetric practice, already discussed, must influence the content and emphasis of any course planned for medical students. Bearing these facts in mind, the following examples are offered as some of the more important aspects that should be considered. Physiological emphasis versus mechanistic: This is not a new concept of course, but the teaching of obstetrics and gynwcology at an undergraduate level should be away from the operative and mechanistic approach, and towards the physiological, medical, social and psychological aspects. Most students find the actual conduct of deliveries under supervision, which forms part of their clinical training in obstetrics, both a valuable and an enjoyable experience. They value the sense of responsibility, and feel that at last they are 'doing something positive'. They can also acquire new skills, not only in the conduct of the delivery, but in local analgesia and suturing. However, it must be realized that the purpose is not to produce obstetricians of limited competence, but to give a basic knowledge of all aspects of obstetric care. For this reason, advanced techniques and the detailed knowledge that goes with them, such as the performance of deliveries with the aid of forceps, can be left until the postgraduate period. Some teachers consider that it is not necessary for the student to perform any deliveries; however, for the reasons already mentioned, and because it can give a valuable insight to the problems and practice of the specialty, the period of residence in a maternity unit should be maintained.
With regard to gynecology, similar emphases should be encouraged. It has been estimated that only 15% of gynavcological complaints require surgical intervention (Llewellyn-Jones 1970) and if this is so then the importance of a proper understanding of the physiology and medical aspects of the genital tract cannot be overestimated.
The principles behind operative procedures used in gynecology should be taught, but the surgical detail is a matter for the specialist in training. The importance of antenatal and postnatal care: Some of the most important topics in obstetrics can be taught under these headings. The effects of pregnancy on disease and disease on pregnancy should be emphasized, and since mothers are being discharged earlier from obstetric units a thorough knowledge of postnatal problems and management should assume greater importance. Many would say that these aspects of the course are of greater use than the actual detail learnt regarding the conduct of labour. Preventive obstetrics and gynaecology: It appears that teaching at an undergraduate level is often lacking in this vital field. Instruction in methods of family planning, the importance of adequate sex education and such preventive techniques as cervical exfoliative cytology, together with the importance of communicating such ideas to the community as a whole, should play a greater part in the curriculum. Integration: Many students finish their period of study with the feeling that obstetrics and gynmcology forms a self-contained unit within the medical course, with little bearing on or connexion with the rest of medicine. This may come from the fact that for a limited period they deal not only with patients of one sex, but with an anatomically welldefined area of those patients. More effort should be made to integrate the specialty with the rest of medicine, and one particular field that comes to mind is that of psychiatry. The psychological problems that may arise during or after pregnancy, the psychosomatic element in some gynaecological complaints, and the problems of sexual behaviour and adjustment as they relate to gynecology are all topics that may be neglected, but their importance, particularly in general practice medicine, is well known. Medical ethics: Gynecology is unfortunate in having to deal with one of the ethical dilemmas of recent yearsnamely that of abortion. Many schools run a course on medical ethics, but it is still a sadly neglected subject in most. It may be profitable to run seminars in conjunction with the clinical teaching on such subjects as sterilization, abortion and contraception, for the public seem to look increasingly to an understandably reluctant medical profession for advice in these areas.
Summary
In conclusion, what can be said as far as the place of obstetrics and gynmcology in the course is concerned? Certainly it will continue to play an important part in the basic medical training, but having regard to the purpose of medical education in general, and some modern trends in the practice of obstetrics in particular, it would appear that there may be a case for a change in emphasis. The operative and mechanistic detail often taught is not as important as the medical, psychological and social aspects, together with a need to integrate the subjects into the rest of the course as a whole.
